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FIG. 2.-High-power section ofa three-year-old protruding stoma complicated by stenosis. The picture shows a dense scar tissue deep within the serosa at its junction with the muscle. Here one sees some scar tissue extending into the muscle while the scar overlying contains many foreign body giant cells and fair numbers of lymphocytes and plasma cells. The scar tissue in these areas is quite dense and mature in appearance. The flat stoma was constructed by removal of a small collar of skin and amputation of the bowel at the skin level. Next the mucosa and skin were approximated with a continuous interlocking suture (Fig. 3 ). Accurate apposition of mucosa to skin without strangulation is more easily accomplished by the continuous lock stitch than with interrupted sutures. It is immaterial whether or not the muscularis is included in this suture.
Sulfathiazole powder or an antibiotic preparation is applied to the suture line and a Vaseline gauze dressing is placed over the stoma.
Beginning in 1943 this type of secondary revision was routinely performed and a preliminary report was made at the A.M.A. meeting in 1950 [1] .
In 1951 Crider and Neubeiser [2] reported 15 patients in whom a skin level stoma was constructed at the time of the initial definitive surgery. This contribution represented a major advance in permanent colostomy construction by eliminating the two-stage procedure. Further impetus was given to the method by Donald [3] in 1955.
For the past four years we have constructed colostomies in a similar manner. An elliptical section of skin is excised at the elected site and the construction completed as described above. The cardinal principle of the procedure is the avoidance of infection and the resulting fibrosis and stenosis. A decompression tube is not left in the bowel. We have had no complications such as retraction, necrosis or stenosis.
Our best evidence of the desirability of a skinlevel stoma as compared to the protruding stoma is the patient who has had both. We have reconstructed a number of our older colostomies and the patients' satisfaction is greater than the apparent improvement.
London
To most patients confronted with the prospects of a colostomy, the idea of passing faces on to the abdominal wall is wholly repugnant. In accepting our reassurances that life with a colostomy presents few difficulties, patients face up to their operation with good grace but it is as well for the surgeon to remember that the patient will measure the success of his operation by the way the colostomy works and its freedom from trouble.
It is impossible to reproduce the delicate reflex mechanism and the specialized contractile power of the rectum and the levator ani muscle round a colostomy. No longer is the raising of intra-abdominal pressure an effective help in expelling faeces from the colon. The only force 'St. Mark's Hospital, London. Proceedings of the Royal Society of Medicine remaining to empty the colon is contracture of the colon musculature. If, therefore, a colostomy is to work without artificial aid, there must be no obstruction at the outlet. If there is obstruction from colostomy stenosis, the patient's colon will "load up" and extrude small quantities of fwcal material throughout the day. It should be possible to pass the full length of the averagesized index finger into a colostomy without any resistance and without causing any discomfort to the patient. Through a colostomy of this size the contractions of the colon will be able to expel a formed fical mass, usually twice a day-after the morning and evening meals.
Nothing can be more disheartening to a patient than to have irregular colostomy actions and the main cause of frequent and irregular actions is colostomy stenosis. The difficulties of a tight colostomy and the resulting irregular colostomy actions can, of course, be overcome by employing the washout technique whereby the colon contents are rendered fluid and the pressure in the colon is artificially raised to sweep out the entire contents. The disadvantages of this method are the risk of colostomy perforation by the irrigating catheter, irritation of the colon producing excess mucus, and the occasional abdominal colic produced when the washouts force their way through the ileocecal valve into the lower small intestine. Added to this, there is the necessity of carrying around washout apparatus. Its great advantage is that provided the washout has been completely evacuated, no action is expected until the next washout twenty-four hours later.
The second most troublesome complication is colostomy hernia. It is exceptional not to find some minor degree of herniation in a patient who has had a colostomy for any length of time and it is undoubtedly most common in its severe degrees in obese patients.
Colostomy hernia depends on many factors, among them the degree of support of the colostomi belt. Far too many patients discard all support of the colostomy stoma, many adopt tight-fitting rubber bags in which a negative pressure develops, sucking the colostomy out, and there is no doubt that heavy, manual occupations which give rise to an increase in intraabdominal pressure play a part in herniating intestinal contents alongside a colostomy.
Some 12 patients a year are admitted to St. Mark's Hospital for colostomy reconstruction and this represents only a small percentage of patients who have colostomy stenosis or colostomy herniation. My thesis, therefore, is that the maximum amount of attention and care should be given to constructing the colostomy stoma and in establishing the colostomy.
The colostomy stoma should be made as the first step of a combined excision of the rectumbefore the abdomen has been opened. The reasons are as follows: (1) The layers of the abdominal wall are still in exact anatomical apposition (this is lost immediately a paramedian incision is made). (2) The surgeon is fresh and will be inclined to spend time and care in attending to its detailed construction. (3) If, as sometimes happens, a critical stage develops during the operation, the stoma is ready to receive the colon and termination of the operation need not be delayed by stoma construction, which might otherwise have to be hurried.
Two criticisms of this operative sequence are that occasionally a surgeon may set out to do a combined excision and later find that a restorative procedure is possible, or the findings at laparotomy may be such as to make neither a palliative excision nor a colostomy worth whilea circumstance arising in 4-5% of all cases of cancer of the rectum submitted to operation. These possibilities can, however, usually be anticipated and the order of procedure changed accordingly. Should the stoma have been made already there is no difficulty in closing it if it is not required.
The colostomy should be sited within the area of the abdominal wall bounded by the two linew semilunares, either centrally through the umbilicus or through the outer third of the rectus sheath and muscle. The reasons are threefold. Firstly, it is easier to toilet a colostomy situated on the front of the abdominal wall than at the side. Secondly, with increasing age the abdomen sags and colostomies sited through oblique muscles drag downwards and outwards towards the anterior and superior iliac spine. Thirdly, the question of closing a lateral space does not arise. This, I consider, is only necessary when a colostomy is made far out laterally on the abdominal wall through its oblique muscles. Stoma technique.-A disc of skin and subcutaneous fat 3 cm. in diameter is excised. A cruciate incision is made through the rectus sheath and the corners of the sheath excised to form a similar-sized hole. The edges of the fat and underlying fascia are then sutured firmly to the rectus sheath. This closes the subcutaneous space into which most colostomy herniations force their vay. The fibres of the rectus muscle are then divided transversely with the diathermy needle to the margins of the excised rectus sheath, care being taken to identify and ligature branches of the deep epigastric artery and its veins. The posterior rectus sheath and peritoneum are then picked up and a small hole made through which the index finger can be passed, enlarging the hole to the size of the base of the finger.
When the colon is exteriorized the full thickness of the bowel wall should be sutured to the edges of the skin excision at the eight points of the compass and the aim should be to obtain healing by primary epithelial apposition, thus avoiding the formation of granulation tissue and fibrous contraction which occurs if a redundant length of colon is left protruding above the skin surface. London IN speaking about non-radical procedures in the treatment of carcinoma of the rectum I do not wish to put back the clock of surgical progress, but I do wish to warn enthusiasts-and particularly young and relatively inexperienced enthusiasts-that when we treat carcinoma of the rectum we are on every occasion treating a patient and not a disease.
Non-radical Procedures in the
Carcinoma of the rectum affects predominantly the older age groups, and it is inevitable that we meet amongst our patients many who are bad surgical risks for any major operation. We do not shun these risks in our efforts to eradicate malignant disease, but there are occasions when the standard radical procedures and the more extensive ablations of which we have heard this afternoon are lethal operations. Let us ever remember that we have done no service to Man, or to the progress of surgery, by killing a patient as the result of an ill-conceived radical operation when a lesser procedure might have given him a reasonable period of useful and happy life, and sometimes also a cure of his disease. I have in mind those patients we see all too often who are fat, short in stature, bronchitic and emphysematous, hypertensive, with a history of previous coronary thromboses, diabetic, and showing the signs or symptoms of prostatic obstruction. Any combination of these hazards increases enormously the risks of the standard combined excisions. We must learn to pick out those patients in whom a theoretically desirable radical operation will surely result in death.
We are all aware that we kill more patients in our first hundred abdominoperineal resections than in our second and third hundreds, and experience takes a long time to acquire. In 'From Guy's Hospital, London.
acquiring our skill I think we have all killed by radical procedures patients who might well have lived if we had been content, in suitable cases, with an operation theoretically less perfect but in practice at least giving the patient a chance of survival.
The lesser operations which, in suitable conditions, still have a place in the treatment of cancer of the rectum are: (I) Perineal resection for low growths, and (2) Hartmann's operation for high growths.
I have not personally had the success which Grey Turner achieved with the Kraske type of operation for growths of the middle third of the rectum, and I shall confine my further remarks to those patients on whom I elect to perform a perineal resection or a Hartmann's operation.
As we gain the experience and confidence required to make the radical combined excision or anterior resection a safe operation in our hands, these lesser and non-radical procedures appear less often in our operating lists. But it is my thesis to-day that they should be performed more often by younger surgeons who have not yet acquired the necessary experience, and that they should still be performed by experienced surgeons in bad-risk patients when conditions are suitable.
When a patient has a growth in the middle third of the rectum there is no alternative to a radical procedure if the growth is resectable. If, however, the growth is in the lower third in a really bad-risk patient, a perineal resection may be the only operation he could survive; in such cases, with a "C" growth little is lost, and with an "A" or "B" growth the long-term results are often surprisingly gratifying-and certainly much better than having a dead patient as the result of performing an ill-advised radical procedure.
Similarly, with growths in the upper third of the rectum in bad-risk patients, Hartmann's operation may allow a patient to survive who would succumb to the extended procedure of a more radical operation and restoration of continuity by anterior resection. In such cases a colostomy is a small price to pay for a reasonable chance of survival and useful life.
In making these remarks I am not attempting to condone timidity in the surgery of cancer of the rectum. Young patients, and all those who are good or fair operative risks, must be given every chance of cure by a radical operation, but when the operative risk is unduly high, or the experience of the surgeon limited, a non-radical perineal resection or a Hartmann's operation in suitable cases will allow a living patient to leave hospital with a reasonable chance of a good
